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Dear Student Advocate,

The Office of Minority and Multicultural Health is pleased to provide Career Exploration: Exposing Diverse
Students to Oral Health Professions, a tool kit designed to help anyone who works with students to encourage
them to pursue careers in oral health. With this tool kit, we hope to specifically inspire underrepresented
minority students who may not have role models in dentistry who resemble themselves to realize that they too
can become dentists, dental hygienists or dental assistants.

New Jersey's racial and ethnic minority populations are growing, and so too is the state's need for a diverse
health professional workforce. Minority doctors, dentists, nurses and public health workers can play a vital
role in improving the health of minority communities. Recent data shows that dentists from underrepresented
racial and ethnic groups are more likely than White dentists to treat minority populations. In 2000, Black den-
tists reported that 61.8 percent of their patients were Black; 45.5 percent of Hispanic dentists' patients were
Hispanic; and 76.6 percent of White dentists' patients were White. Studies have also shown that more patients
participate in their own health care when seeing a provider of the same race which can greatly impact a
patient's health.

One aim of the OMMH is to develop initiatives to increase the number of minorities in health professions.
With collaboration from the New Jersey Dental Association, the purpose of this tool Kit resource is to attract
qualified high school students into learning more about careers in the oral health profession. This tool kit con-
tains information that will help you arrange to have an oral health professional visit your school, provide facts
about oral health careers, and outline various resources you can discuss with your students and their parents to
get them on the path to dentistry.

Increasing the number of minority oral health professionals is critical to improving health care delivery
throughout the system, and to addressing persistent racial and ethnic health care disparities. We appreciate
your continued effort to facilitate programs and activities that empower students to achieve their career goals.

Sincerely,
K 9 i

Linda J. Holmes
Executive Director
Office of Minority and Multicultural Health
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Dental Laboratory Technician

Average Salary: $28, 496

Years in School: 0-2, after

high school graduation Dental Laboratory

Technician
Job outlook: Excellent

A dental lab technician (also called a dental
technician) produces the restorative or corrective devices-(e.g., a retainer)-that are
ordered by dentists for their patients.

Dental lab technology is ever-expanding, as technology continues to advance rapidly. Technicians
use a variety of high-tech materials, such as ceramics, plastics and metals to create functional and
realistic tooth replacements and other restorative devices. They also must have a keen understand-
ing of the mechanics of both the mouth and dental devices

Ideal Candidates:

The ideal candidate possesses excellent hand-eye coordination, good color perception, dexterity
with small instruments and an interest in materials science.

Work Conditions:

Most dental technicians are employed in commercial dental laboratories, which can be small or
large. The military employs a number of dental technicians. Highly experienced technicians may
become teachers in a dental technology program. The work is extremely meticulous and time con-
suming. Salaried technicians usually work 40 hours/week, but the opportunity to become self-
employed is great.

Academic Requirements:

Most Dental laboratory technicians learn their craft on the job. Training in dental technology is also
available through community colleges, vocational-technical institutes, and the Armed Forces.
Training programs vary but a fully trained dental technician spends up to 4 years in training.

After training, dental lab technicians may become certified by taking and passing the Certified
Dental Technician exam offered by the National Association of Dental Laboratories.

Accredited Dental Lab Technician schools in New Jersey:
http://shrp.umdnj.edu/programs/health_careers/pro-
rams,

For more information on becoming a dental lab tech,
see the National Association of Dental Laboratories
(NADL).

http://www.nadl.org/careers.cfm




Dental Assistant

Average Salary: $27, 248

Years in School: 1-2, after
high school graduation

Dental Assistant

Dental assistants perform a variety of Job outlook: Excellent
patient care, office, and laboratory duties.
They often schedule and confirm appointments, receive patients, keep treat-
ment records, send bills, receive payments, obtain dental records, and order
supplies and materials. They also sterilize instruments and equipment, pre-
pare tray setups for dental procedures, and instruct patients on oral health
care.

Dental assistants also work alongside the dentist as s/he examines and treats patients.
Additional duties differ from state to state, based on the Dental Practice Act. Under
the dentist's direction, some assistants prepare materials for making impressions and
restorations, expose radiographs and process dental x-ray film.

Work Conditions:

Dental assistants can be found in private dental practices, dental school clinics, and
hospitals. Their work area is near the dental chair so they can arrange instruments,
materials, and medication and hand them to the dentist when needed. Dental assis-
tants have a 35-40 hour work week, which may include weekends. In New Jersey, an
assistant must be supervised by a dentist.

Academic Requirements:

Dental assistants are trained in an accredited dental assis-
tant program offered by colleges, community colleges
and vocational-technical institutes or the Armed Forces.
Programs can range from 8- 18 months and upon comple-
tion of the program you must take the Certified Dental
Assistant exam offered by the Dental Assisting National
Board (http:// www.danb.org/).




Dental Hygienist

Average Salary: $55,307

Years in School: 2, after o
graduating with an Dental Hygienist
Associate's or Bachelor's

Dental hygienists are preventive oral health
degree

professionals who have graduated from an
accredited dental hygiene program. They are
licensed in dental hygiene to provide education-
al, clinical, research, administrative and thera-

Job outlook: Excellent

peutic services.

The dental hygienist educates patients on effective oral hygiene; assesses patients' overall health in
order to determine the presence or absence of disease; develops a dental hygiene diagnosis based
on clinical findings; and performs the clinical procedures outlined in the patient's treatment care
plan.

Clinical procedures performed typically include removal of plaque, tartar and stains from the teeth,
exposing and processing dental x-rays, applying cavity-preventive agents such as fluorides and
sealants, and administering antimicrobial agents. In addition, they also prepare clinical and laborato-
ry diagnostic tests for interpretation by other health professionals.

Working Conditions:

Dental hygienist provides clinical services in a variety of settings such as private dental practices,
community health settings, hospitals, prisons, schools and state and federal government facilities.
Dental hygienists work closely with dentists and provide care and education that is vital to a
patients' oral health. In addition to clinical practice, there are career opportunities in education,
research and public health. Flexible work schedules can be a highlight of this profession.

Academic Requirements:

Dental hygienist must graduate from an accredited dental hygienist program based in an institution
of higher education. Hygienists must also be licensed in the state in which they practice.
Requirements for licensure vary from state to

state, but generally include successful completion

of an accredited entry-level program, successful

completion of the National Dental Hygiene Board

examination, a state or regional clinical examina-

tion, and a law and ethics examination.

Those interested must obtain at least an associate's
degree prior to entering a dental hygiene program.
Programs are at least two years.



Average Salary: $120,000

Years in School: 4, after
graduating from a four-
year university.

Dentist

Dentistry is the branch of science devoted to
maintaining oral health. Dentists are licensed
health professionals who provide a wide range of
oral health care that contributes to their patients'
overall health. In addition to general dentistry, there are nine specialized areas of
dentistry that include:

Job outlook: Excellent

Endodontics- diagnoses and treatment of injuries specific to the dental nerve and pulp
Oral and Maxillofacial Surgery- treatment of injuries, diseases, and defects of the neck, head, jaw
and associated structures

Oral and Maxillofacial Pathology- study and research of causes, processes and effects of diseases
with oral manifestations

Oral and Maxillofacial Radiology- taking and interpretation of conventional, digital, CT, and imaging
modalities of oral-facial structures and diseases

Orthodontics- diagnosis and treatment of problems related to irregular dental development, missing
teeth and other abnormalities

Pedodontics- treatment of children from birth to adolescence
Periodontics- treatment of and corrective surgery on tissue and supporting bones to treat gum dis-
ease

Prosthodontics- restoration and replacement of teeth damaged by decay or lost from trauma or
disease with fixed or removable appliances constructed with dental materials

Public Health Dentistry- maintenance of oral health in a community-based setting

Working Conditions:

Approximately 90% of all dentists are engaged in the delivery of care through private practices.
However some work in dental schools, hospitals or in the Armed Forces. Full-time dentists spend
about 35 hours per week in their practice. They have great flexibility in determining how many
hours they choose to work in a week.



Academic Requirements:

To practice dentistry you must graduate from an accredited dental school. There are 56 accredit-
ed dental schools in the U.S. The length of training beyond high school is 8 years, including a bach-
elor's degree and four years of dental school.

In order to be accepted into dental school, you have to take the American Dental Association's
Dental Admissions Test examination. After graduating dental school and passing your licensure

examination, you can begin practicing dentistry. Though, certain states may require additional test-
ing in order to practice in the state.






Bring An Oral Health Professional to your School






Bring An Oral Health Professional to Your School!

This will act as a step-by-step guide for you to host a program geared towards exposing high
school students to oral health professions. Your goal is to be prepared to give children from
underrepresented minority groups a better idea of what oral health professionals do and to help
them recognize that they, too, can be successful members in the profession.

|. Arrange a date and time with the principal. Remember that February is
Oral Health Month!

2. Contact the New Jersey Dental Association to arrange for an oral health
professional to visit your school.

Eric R. Elmore

Director of Marketing & Communications
New Jersey Dental Association

P: (732) 821-9400

P: (732) 821-1082

E: eelmore@nijda.org

I: www.njda.org

3. Send a confirmation letter to the guest speaker.

4. At least one week prior to the visit, post information about the event in
the school and encourage parents to attend.

5. One week prior to the visit, confirm visit with the oral health professional.

Make sure directions are given to the guest speaker and arrangements are
made for presentation materials.

-13-



Sample Letter

[Sender]

[Type the sender company address]

[Type the recipient name]

[Type the recipient address]

[Type the salutation]

As an oral health professional who applies their education every day, you recognize that every
child has the potential to achieve. Showing young people the different paths available to them is an
important part of helping them achieve that potential.

Through Career Exploration: Exposing Diverse High School Students to Oral Health Professions, |
would like to introduce our students to the field of dentistry. This program will allow oral health
professionals an opportunity to visit our school to encourage young people, especially those in
underrepresented minority groups, to pursue dental careers.

Minority populations in America are growing faster than any other population group. However,
this growth has not been witnessed in the number of health professionals in this country, including
dental and medical students and faculty.

We believe that young students from underrepresented groups need to meet-not just hear about
-real life African American, Hispanic and Native American dental professionals who can share
stories about their own experiences and perhaps inspire these students to follow the same path.
Your participation in the Career Exploration program will help us meet that objective.

| sincerely appreciate your participation in this important event for our students on [insert date

and time]. | look forward to working with you and please feel free to contact me with any
questions.

Sincerely,

[Type the sender name]

[Type the sender title]

-14-



Closing the gap:
Oral health facts






Article |

Increasing Student Diversity to Close Oral Health Gap

Recent data shows that dentists from underrepresented racial and ethnic minorities are more likely
to treat minority populations than non-minority dentists. In 2000, black dentists reported that 61.8
percent of their patients were black; 45.4 percent of Hispanic dentists' patients were Hispanic; and
76.6 percent of White dentists' patients were White."'

The racial and ethnic composition of the workforce must change if there are to be enough dentists
to meet the oral health care needs of a diverse patient population. The American Dental Education
Association estimates that by 2020, there will be 54.2 dentists for every 100,000 people, the lowest
since World War |, and there may be a substantial shortage of dentists as early as 2010.

The falling ratios are attributable to several factors: the number of dental school applicants declined
by approximately 8-10 percent since 1997, and dental schools reduced their enrollment by about
30% in the 1980s from about 5,200 to the current 4,300 graduates per year.

Strategic measures are needed to increase the number of underrepresented minority graduates. In
2004-05, 6 percent of enrolled dental school students were Black; 6 percent were Hispanic, and .6
percent were American Indian.

And while minority dental school enrollments are falling, the minority populations are growing.

Demographers project that by 2050, 58 percent of the population will derive from racial and ethnic
minority groups.

-7 -



Face/ Ethnic Composition of the Resident

Population of the United States:
1907-2050
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l. Financing A Dental Education: Implications for URMs and the W.K. Kellogg/ADEA Access to Dental Careers
(ADC) Grant. Chicago: American Dental Association, 2001. From a paper delivered at the 43rd Annual Deans'
Conference in Scottsdale, Arizona, Nov. |3, 2001.

Pipeline, Profession & Practice: Community-Based Dental Education is a national program supported by the Robert
Wood Johnson Foundation in collaboration with The California Endowment, and the W.K. Kellogg Foundation.

Source: http://www.dentalpipeline.org/elements/URM/increasingstu.html

- 18-



Article 2

| COMMENTARIES |

Addressing Health Care Disparities and Increasing
Workforce Diversity: The Next Step for the Dental,
Medical, and Public Health Professions

| Donnls A, Mitchell, DOS, MPH, and Shana L. Lassitor, MA

The racial/ethnic compo-
sition of our nation is pro-
jected to change drastically
in the coming decades. It is
therefore important that the
health professions improve
their efforts to provide cul-
turally compatent care to all
patients.

We reviewed literature
caoncerning health care dis-
parities and workforce di-
versity issues—particularly
within the oral health field—
and provide a synthesis of
recommendations to ad-
dress these issues.

This review is highly rele-
vant to both the medical and
public health professions,
because they are facing sim-
ilar disparity and workforce
issues. In addition, the recent
establishment of relation-
ships between oral health
and certain systemic health
conditions will glevate oral
health promotion and dis-
ease prevention as impor-
tant points of intervention in
the gquest to improve our na-
tion's public health. {(Am J
Public Health. 2006;96:2083
2097. doi10.2105/AJPH.2005.
0582818)

THE AMERICAN DENTAL
Feluesation Association (ATIEA)
recently released a position
paper that addressed academic
dental instilulions” (ADIS) roles
and responsibilities for improv
ing the oral health of all Amer-
cans' Thie projecied changes in
our nation’s demographic com
position” and the underrepresen-
lation of seyveral minorily groaps
within the oral health care work
force mdicate that oral health
professionals will be il prepancd
to provide quality culturally
competent care to many of thewr
pa licnis." Therelore, this s the
apportune time for both dental
and nondental oral health stake-
holders (inelad ing phasicians
and public health professionals)
to review and augment themr ef-
lorts Tor actively implementing
strategies that will achicve a cul
turally competent workforce de-
voledd Lo providing guality oral
health care to all paticnts. The
association between oral health
and syslemic heslih? shows thatl
collaborations among oral health
professionals, medical profes-
sionals, #nd public health profis-
sionals will be necessary for ade
quately addressing both the oral
health and the general heslth of
oL nation.

We reviewed relevant access
Loy care anmd workloree diversity
literature, and we will provide a
synthesis of recommendations
olfered in the ATEAS position
paper and those put forth in
recent reports by the Sullivan

December 2006, Vol 96, Mo, 12 | American lounal of Public Health

Commission,” the Institute of
I\"It:.dl't:.irli,:,”"" the Qe ol the
Surgeon General, and the
American Dental Association,”
In kecping with (he ADENS
position pieer, we emphasize
the role of academic mstitu-
tions (particularly A, which
are the educators and the nur
turers of our future health
pn,)l't:.ga,'iuna]s.‘

HEALTH DISPARITIES IN
THE UNITED STATES

The Haves and Have Nots

Wilth the: relesse ol their
position paper, the ADEA has
placed the issue of disparate ac-
vy L gquality orsl heslth eare
at the feet of current and future
oral health professionals of all
races and elhmicities. 1 has heen
documented that impoverished
and racial/ethnic mnority popu-
Tativng receive substandard
health care compared with their
more affluent Whate counter-
parls."": In 2001, (here were
more than 314 million individu
als who bved m 1480 health
professionsl shorlape areas,
nearly double the THO shortage
areas identified in 1990, Racial/
cthnie minorilics ane (he major-
ity of individuals who reside in
health professional shortage
areas; therelore, they bear moch
of the emotional, financial, and
physical burden of poor oral
health. ™!

Compounding this issue is
minority overrepresentation

in lower socioeconomic groups.
As highlighled in the ADTIAY
prosition paper, health care see-
vices in the Umnited States are in-
appropriglely realed as markel-
place commodities, e, those
who are unable to pay have less
gecess o qualily resourees, ™"
Consequently, cconomically dis-
advantaged minority patients
bear (the brunt ol poor orsl
health, receive lower-quality
health care. and are less likely
Loy receive rouling care com-
pravrrad o e afluent White
patients,*”

Increasing Workforce Diversity
The absence of a sound pa-
leznl—provider relstionship is
one factor that eontributes o
disparities in the quality of care
reeeived by mingrily popula-
tions, which returns us o the
issue of health care worldoree
diversily. Seversl publicalions
Tnavve: shown the importance of a
racially diverse workforce for
improving underservid populs-
tions” aceess o care, According
to the Sullivan Commission's re-
porl, Black palients are signili-
cantly more likely o receive
their care from Black dentists
(whiy lreal slmaost 62% of Black
praticnts) than from White: den-
tists (who freat 10.54% of these
palienis).” Similarly, surveys of
dentists” practice trends have
shown that dentists who are
(hemselves undermepresented
iminoritics treat significantly
higher proportions of urban, less

Mitcheil and Lassiter | Peer Reviewed | Commentaries | 2093
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| COMMENTARIES |

formally educated. and lower-

income paticnls compared with

A LOOK TO THE FUTURE

TABLE 1—Race, Ethnicity Distribution Within the US Population (Current and Projected) and Among the
Health Professlons
LIS Populztion, %
Current Projectad Health Professions, %

(3000 Cansush [¥ear 2050} Medicine Drentistny Hursing
White, non-Hispanic 3.4 0.1 510 36,0 B35
Asizany Neslive Hensaiian / Pacilc [lander B B d.i T.a ar
Black 123 146 24 34 49
Hispanic 125 244 33 33 20
Nealivg Armericany Alagkan Nalive [{L] 18 0.1 L]
Nan URM tatals 121 5R.3 596 930 903
URM totals 5.7 40.8 6.8 74
Sources. US Census Buresy™™; Sullivan Commission, 2004% Weaver t al,, 2005."
ot URMs - undeirepeescatod manonitics. Man-URM aid LRM valucs do nof tatal 100M% beauss “other and “wunknown” Gtsgoees wers ccluded.
“The U3 Census Bureau includes Native \mancan, laskan Native and Natve Hawsiian/ Paciic lslander individuals in & broad “all ather races”
category; therefore, these values are cstimates. Some groups included in the Asian) Mathe Hawailan, Pacific Iskander categoey are akso
considzred URMs. Unortunatzly, the avzilable data do not allow the separation of these groups.

health professions (Table 2).
These numbers show the dearth

their non- underrepresented A Diverse Workforce for Qur of underrepresented minorities
minority peers.”” Workforce Rapidly Changing Nation in positions ol Teadership within
diversily slso sy Been swsoc- Unlortunalely, indicators ol the: health care work foree and
ated with both greater satisfac future diversity at the highest the crrtical need for additional

tion with care received and
improved paticni—provider com-
munication.*" Conversely, the
lack of a diverse workforce may
Tosleer Tingrual and eulloral barri-
crs, hins, and clinical uneertainty
within the patient—provider
rl:.laliunship."""

Despite the clear benefit of

increasing worldforee diversity. . . i . i

the: racisl /ethnic composition of TABLE 2—Race/Ethnicity Distribution Within the US Population (Current and Projected) and Among

the health professions work 2004 Health Frofesslons Graduates

force, including the dental work- S Population, % 2004 Health Professions Graduates, %
Toree, Tails misersbily (o refeel Cument Frojected Public Health
the increasing diversity of the {2000 Census) {¥ear 2050) Medicine Dentistry (Doctorsl)
US population, According to the

2000 Census, Alriean Ameri- Whitz, nan-Hispanic 634 501 4.0 631 75,3
cans Hmpmﬁ’ and Natiw". s/ Nalive Hawaiiany Pacilic kianser a7 a7 200 M1 83
o l“]. kmlNative-s Black 123 148 65 45 a7
compuscd 12.3%, 12.5%, and Hisanic 125 -""‘L"‘_ 6.4 %] 24
1.9% of the US populariml - i Arnerican/Alaskan Nalhe 09 18 0.6 0.3 03

sy;ecltively téne p of &w Nar URM tataks 73l 583 840 BT 836
U8 population).™ However, URM tatsle BT g 135 1.1 T4
within the health pmf-:rﬁsjnns. Souces. LS Cansus Furagy” "; Sullivan Commission, 2004™ Waaver at al, 7005

these underrepresented minori- Mave. Ukihs = underepresented minorites. Non-URM and LR waiwes do not tweal 100% because “other” and “uningwn” Catesonds were eciuded.
s aodd only 5% of dee "The U5 Census. Burezu mcludes Native American; Alaskan Native and Native Hawsiian, Pecific Islander indniduals in & bmad “all other races™
!“""’ UUIITI[JUM:( ”r.' }' ol den- categary; therefione, thesa values are estimates. Some groups included in the Asian Native Hawaikan, Facific lslander catzgory are also

tists, 5% of physicians, and 9% considererd LRMs. Unfortunately, the availzble datz da not allgw the saparation of these gmups.

of nurses in 2004 (Table 1).°

level (doctoral-leve] profession-
als) within the hoealth came work-
force are far from reassuring.

In 2004, underrepresented mi-
naribies composed anly 11.1%
(dental),” 13.52% (medical),”
and 7.36% (public health)™ of

dovtoral-level gradoates in (e

2054 | Commentaries | Peer Reviewed | Mitchell and Lassiter

eflorls W sirenyhen (he pipeline

of qualified underrepresented
minority students.

Fafure (rends in (he provision
of care o underserved popula-
tions also are disquieting. It
has been shown thal under-
represented minority health

professionals are: more likely
than their non—underrepresented
mingrily counlerpars o serve in
areas of need ® Similarly, the
ADEA’s survey of graduating
seniors in the olass ol 2004 in-
dicates that underrepresented
munority oral health professionals
are Tikely o continue as the pri-
mary care providers in under
served communities unless there
is an achive intervenlion. Among
the 2004 graduates, Blacks were
sipnificantly more likely to expect
& palicnd Toad (hal includes &
large: percentage (2 50%) of
underserved patients.” Com-
pared with While students, Black
students tended o place a higher
premium on “the opportuuty to
serve vulnerable and Tow-income
populations” and o view low
income mdividuals as potential
palienis less I]i,‘.g.\!ll-l.l'l.‘]}f.m 17 sl
are not taken o inerease both
workforee diversity and awareness
ol healihesre disparily isucs,”
projected changes within the US
population—underrepresented
mingrilies sre expecied o eom-
pose 0% of the LS population
by 2050°—will make the existing
urldcm:pn;:jr,:rlmliurls CWE I

American Journal of Fublic Health | Decamber 2006, Vol 96, No. 12
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carcer in the health professions
mclude (1) improving the identi-
lestion and academie ennchment
of potential underrepresented mi
nority students at the K12 and
undergraduale stages of their ed-
ueation, =59 (2) developing
campaigns that increase the visi-
bility ol health prolessio
communitics where underrepre
sented minorities reside and
therehy pigue inleresl in parsu-
ing health professions careers, ™
13} recruiting underrepresented
minorilics who are (aking nonira-
ditional paths to carcers in the
health professions (ncluding stu-
dents whio are enrolled inpro-
grams that bridge the Zyear and
4-year college experiences and
individuals who seek 8 career
change),” and (4) providing
underrepresented minority stu-
dents wilh psychosocial and skill-
building services that will im
prove ther chances for success

(N

in denlal sehicool.

Enroliment and Support of
Underrepresented Minority
Students

As these mutiatives work to
incresse (he pool of under-
represented minovity applicants,
steps must be taken to ensure
ther cnrgllmient ol gualilicd
underrepresented minorities
m dental schools across the na-
tion. Research has shoswn (hal,
underrepresented minorities tend
not to perform as well as non—
underrepresenled minority appli-
cants on assessments (standard
1zed test scores and science
course grades) on which admis-
sions committees rely heavily.™®
Although these quantitative mea-
sures ean preovide usell, albeil,
limited and imprecise,*® informa
tion about students’ eventual per-
lrmanee, mamy have sugrested
reducing the heavy reliance on
these measures in favor of a

| COMMENTARIES |

mare thorough review of each
applicant. Such a review would
Lkt inler seeount gqualitalive ss-
pects, such as life experienee,
previous experience navigating
cross-cullural issues, mullilingusl-
ism, and leadership |mtt:nlial_5"’

Should ADIs be successful
in (heir gllemply o inerease
underrepresented minority en
rollment, they mmst not rest on
1he: Taurels ol this saceess, Onee
cnrolled, underrepresented mi
nority students often face wugque
(:ha"cngl:_s:""; therelore, aeademie
institutions must assess the need
for and provide appropriate aca-
demie (e, luring), psyehoso-
cial {eg., counseling, mentoring),
and fmancial fe.g., identifymy ad
sourees, providing guidance on
finance management issucs) sup
port services, ™

Correnl underrepresented mi-
nority students are an important
resource and should be encour-
agrd Lo suppaort heir ineoming
colleagues. Regional collabora
tives, such as those funded by
Ihe Deenial Pipeling pmgra'rrl,m
are another valuable resource for
underrepresented minority stu-
dents, These collaboratives allow
students to build support systems
that mclude faculty members
anid studenis Al nearby insilu-
tions. Such initintives will cosure
that underrepresented minonty
students Tl their polential s
aral health professionals, with the
support they need and without
unidue: burden,

The Role of Underrepresented
Minority Faculty Members
Underrepresented minority
faculty members can take leader-
ship rodes in e successTul imple-
mentation of revised admissions
procedures and initiatives ammed
Al supporting underrepresenloed
minaritics as they pursue a carecr
in dentistry.™" Institutions sheuld,

2096 | Commentaries | Peer Reviewed | Mitchell and Lassiter

therefore, actively encourage and
ensure the participation of under-
rizpreseniled minorily Toolly
members in decisionmaking com
mittees, inchuding adnmussions
commitlees.™ Beeause hese
faculty members are often over:
committed with mentorship and
cormmilles dolies, such invalve-
ment should carry career
promoting incentives.” Addition-
ally, imerpasing the pool ol
underrepresented minority fac
ulty, including those with expert-
s in nondenial Telds such as cl-
ueation, will ease the load on the
currenily in aendemia ™ In-
creasing the number of under
represented mimonty dental grad-
uslis is erilical Lo ineressing (e
underrepresented minority fae
ulty pool, which forther shows
the nesedd Tor AT s Loy imvest i
their underrepresented minority
students.

Collaboration with External
Agencles

Ineressing workloree diversily
and access to care for the under
served are goals that requare n-
ternal changres such gs hose die-
seribed in the previous section,
but opening academic mstinitions
L crllabgration withe and influ-
cice: by community-based stake
holders (e.g., community-based
organizalions thal creat: snd im-
plement health promaotion and
disease prevention programs m
ceonamically disadvantaged
neighborhonds) also is important,
Arademic mstitutions should ac-
tively engagr their surmounding
communitics to remain aware of
evolving oral health needs and to
Ineilitate the disscmination of in-
formiation about the institutions’
diversity and cultural compe-
Leney initiatives ™ Additionally,
commumnity-based organizations
can aid academic instimitions

with mecting those diversity and
health care access goals by pro-
viclinge (raininge in eulloral compe-
teney and by being involved with
the implementation of diversity
imiliglives whenever |_;-|.nt-,'.,liil,)]::_"“"j
Although there is much that
ADIs can do to increase diversity
and agddress disparily isoes, there
are arcas where change is needed
but cannot be achieved solely
(hrough institulional changes. For
example, academic institutions
should be involved in activities
aimed sl enriching (he pipeline
of potential underrepresented
mmaority health professionals, but
an wverhiaul of the publie cdoea-
tion system is needed to address
disparities in the quality of educa-
liom received by underrepre-
sented minority children > Acad
emic mstitutions cannot mitiate
ur conirol this overhaul process
Tt they can advocate for
changes to the educational sys-
Lerm sne provide echnical sssis-
tanee as necded (e.g. with sci
ence criculum development).
The: cost of g dental educstion
alsn presents challenges that e
quire support beyond the institu-
L. The linaneial stroctore of
AlMs is unique and contributes
to the high cost of a dental edu-
calion. Unlike other health pro-
fession schools, which are usually
affihated with hospitals or other
exlernal agencies, denlal schools
finanee the didacte and clinical
externship portions of their stu-
dents’ edueations. The addilional
costs incurred by dental schools
are partially offset by tuition fees.
These ever-ineressing lees ane g
prohibitive: burden for many un
derrepresented minority students
and, therelre, are 8 barrier
the: goal of increasing workforce
diversity. " Because ymderrep-
resenled minority studenls ane
likely to continue as leaders in

the crusade to provide quality
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care to the underserved, casing
these students' financial burden
cam serve the addilional purpose
of improving access to care,
Although many mstitutions offer
inlernal sources ol Dnancial aid,
innovative strategies for identify
are needed ™ Fand ingr [rom
external sourees is necessary for
providing scholarships, tuition as-
sislane, lax ineenlives, and Toan
repayment or forgiveness for oral
health professionals who practice
in underserved aress ™
Finally, although institutional
selfregulation is important, ac-
countability Lo oulside srganize-
tioms and stakeholders (c.g
communities) 15 cructal for en-
suring suskgined dedicslion (o
increasing diversity and climi
nating disparities,”" Institutions
should cooperate Tully with ae-
countability measures and em
brace them as an opportumty
Tor evalualing progress owand
meeting diversity, cultural com
petency, and care provision
goals. Such cooperalion is eru-
cial for the implementation of
several recommendations re-
conlly put Torth, including exler-
nal evaluations of data related
to diversity initiatives (e.g.
trends in underrepresented mi-
nority recruitment, cnrollment,
retention, and graduation) and
the inlusion ol diversily goals
into acereditation procedures.™®

THE ROAD AHEAD

The ADEA's compelling state-
ment o the dentsl education
community should spur all oral
health professionals to action.
With the: recommendalions we
discussed in mind, oral health
professionals must work in con-
corl with all inleresied slake-
holders {including physicians
and public health professionals)

| COMMENTARIES

to develop and support initia-
tives that Increase mmolity rep-
resenlglion in (he orgl health
care workforee and that reduee
disparities in the quality of oral
hesllh eare received by racial/
cthnic minority and ceonomi-
cally disadvantaged patients.
Organized denlisiry, and ATs in
particular, is the natural leader
for these diversity-building and
digparily-redueing ellorls, Bul
these institutions alone cannot
provide effective solutions.

Recent resesrch has shown (he
association between intraoeal in-
fections and multple systemic
condilions, including digheles,™™
careliovascu lar dim:us;u,’B and -
verse pregnancy outcomes.”"” If
[he: association between oral
health and systemic health is one-
roborated by the results of ran-
domized mulbcenier clinieal (ri-
als, owal health interventions will
be recognized as important
heslth promotion and disease
prevention measures. The oollab-
oration of dental and nondental
ural heslih akeholders (inclhod-
ing all professional, philanthroghc,
commumity-based, and govern-
menigl organizalions (hal have
an investment in te public’s
health) is cructal for the success
ol sny orsl heslth intervention,™*
Collaboration among these multi-
faceted stakeholders will require
the: develupment of innovalive
strategics, but the benefits of im-
proving the public's oral health
will make: this lask worthwhile,
Giond systemic health cannot be
achieved without attention to oral
heslih,* Thus, oral heslth promo-
tion auned discase prevention could
soon be the next frontier in the
sirugmede o improwve he overall
headth of our nation, B
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Editorials

The Neglected Epidemic and the Surgeon General’s Report: A Call to
Action for Better Oral Health

The first TIS surgeon general’s report on
oral health will be released soon. Oral dis-
cuses have been called a “neglected epi-
dcmic,"' * because, although they affeet virtu-
ally the entire population, they have not heen
made a priorily in our country, The surgeon
general s report can help educate and sensitize
policymakers and health leaders about the im-
portance of oral health and the need 0 make
ol health an infegml component ol all heallh
programs. In the words of former Surgeon
Cieneral C. Fverett Koop, “You're not healthy
without good oral healih.”

W st seize this unprecedented op-
portunity to ensure that the mouth becomes
reconnected to the rest of the body in health
policies and programs, 1 makes no sense il
children, diabetic persons, or senior citizens
with an abscess on their leg can receive care
through their health insurance ora health pro-
gram, bul il the abscess is in their mouth,
they may not be covered. For vulnerable pop-
ulations and the “have-nots” the barriers to
dental care are even grealér,

Although we have made much progress
in improving oral health since the 19705 asa
result of fluoridation, fluorides, new technol-
oy, chunging aliludes, and inereased use ol
serviees, oral discascs arc still a neglected
epidemic. The facts speak for themselves.
Sevemy-eight percent of 17-year-olds have
had tooth decay, with an average ol 7 al-
fected tonth surfaces (C. M. Vargas, unpub-
lished estimates, Third Mational Tlealth
and Nulrition Examination Survey, 2000,
and 98% of 40- to 44-ycar-olds have had
tooth decay, with an average of 45 affected
tooth surfaces (C. M. Vargas, unpublished
eslimates, Thind Nutional Health and Nulri-
tion Examination Survey, 2000). Thirty per-
cent of Americans older than 65 years have
0o teeth al all.” Twenly-two percent of 35- o
4d-year-olds have destructive periodontal
disease.* Finally, more Americans die from
oral and pharyngeal cancer than cervical
cancer or melanoma each 'w:u'.ﬁ

Although tooth decay in children has
decreased considerably, ' it still affects most
children and adulis, especially as people
live longer and retain more ol their leeth.
Populations at higher socineconomic levels
are able to pay for dental care; however,
dental care is ollen a luxury for vulnerable
and high-risk populations. Jonathan Kozol
writes, “Bleeding gums, impacted teeth and
rotting teeth are routine matters for the chil-
dren [ have imlerviewed in the South Bronx.
Children get used to feeling constant pain.

June 2000, Vol. 90, No. &

They go to sleep with it. They go to school
with it, . . . Children live for months
wilh pain thal grown-ups woeuld lind

unendurable. ¥

Vulnerable Populations

The oral healih disparities of ihe under-
served gre unacceptable and must be ad-
dressed among vulnerable and high-risk pop-
ulations—children, the elderly, individuals
with low incomes, the developmentally dis-
abled, the medically compromised, people
who are homehound or homelass, persons
with 1Y, uninsured and institutionalized in-
dividuals, und ravial, cultural, und linguistic
minarities. For example:

+ The rate of untreated dental disease among
low-meome children aged 2 (o 5 years 18 al-
most 5 times that of high-income children*

+ Among |d-year-old White children, the use

of dental sealants, a prevenlive service, is

almost 4 times that among Alnican Amer-
ican children.”

The rate of untreated dental disease among

Amenican Indian and Alaska Nulive clul-

dren aged 2 to 4 years is 6 times that among

White children.®

+ Oral cancer mortality is 2 times higher for

male Alncan Amencans (han lor male

Whites."

People withont health insurance have

4 times ithe rale of unmei denial needs as

those with private insurance.”

Why should so many Americans, espe-
clally children and vulnerable populations,
be neglected and experience so much un-
necessary pain and suffering when we have
the knowledge and resources W prevent il?
Oral discascs should not be lifclong condi-
tions that compromise quality of life. Poor
oral health affects maortality, general health,
nuirtion, digestion, speech, social mobility,
cmployability, sclf-image and esteemn, school
ahsences, quality of life, and well-heing ™"
In addition, recent studies have shown asso-
clativns belween periodontal discase and the
incidence of premature, low-birthweight ba-
hies'™" and hetween oral infections and
heart disease and siroke.

Dental care costs should not be a barrier,
given other health expenditures. The cost of
providing dental care is not driving increases
in health care costs. Aboul $60.2 billion will
be spent in the United States for oral health
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services in the year 2(00); however, as a per-
centage of total health expendinres, dental
servive expendilures have decreased 28%,
from 6.4% in 1970 to about 4.6% today."*

Prevention

We are formnate that cosi-effective pre-
venlive measures [or many of these oral dis-
cases and conditions are available. Howewver,
they are not being fully used, tms compound-
ing unmet dental needs and disparities. Lor
example, more than 100 millivn Americans
do not live in fluoridated communities'*; 85%
of 14-year-old children have not had dental
sealants, a simple preventive measure’; and
93% of US adults 40 yeurs and older have not
had an oral cancer examination in the past
year™ Vor the underserved who are not able
(v wbiain care, the lack ol preveniive services
ereates an even greater burden of discasc.

Denial Public Health
Infrastructure

In addition, vur public health system
responsible for oral health is in disarmy, and
its infrastructure is lacking. Fighty percent
of local health departments do not have a
dental pmgmm_':Thjrly—rljnc percent ol stale
health departments do not have a full-time
dental director, and & (40%) of these depare-
ments do not have a dental director at all (1L
Goodman, State Program Evaluation Com-
mittee, Association of State and Territorial
Dental Directors, written communication,
December 28, 1999). Furlher, most school-
based health coenters do not have a dental
component,” and 44% of community health
centers do nol have a dental program,” Only
136 dentists are bourd certilied in dental
public health (8. Lotzkar, American Board
of Dental Public Lealth, written communi-
culion, January 21, 2000).

Access

Tn addition to the lack of preventive ser-
vices and programs, access to dental care for
many ndividuals and communities is a prob-
lem. For example, about 125 million Amer-
icans do not have any dental insurance.” Fur-
thermore, 81% of nursing home residents have
nol had a dental visil in the past vear,” and
80% of children on Medicaid have not had a
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proventive dental visil in the same period *' Fi-
nally, 38% of rural countics have no dentist.
and 62% do not have a dental hygienist.™

Ageess (o dental vare is even more dilli-
cult for vulnerable and underserved popula-
tions. Access may also be limited by the
availability of providers, especially culnrally
competenl providers, However, linumeial and
social constraints affect practice location and
the diversity of our oral health workforce,
[actors that exacerbate oral health disparities
among the underserved. The cost of a dental
education continues to increase. Approxi-
mately 42% of all denial school graduates are
more than S100000 in debt, and about 42%
of those who gruduate from private dental
schaols are mare than $150000 in dzbe.” Al-
though African Americans constitute 12% of
the general US population, they represent
only 2.2%, of professionally active dentists.
There is also a need for more [ispanic and
Native American denlisls,

Inequitics in access to dental care and
preventive services and the lack of a dental
public health workforce to respond to these
needs have been clearly spelled oul in the
Healthy Peaple 2000 Progress Review for
Oral Healih' and in Healthy People 2010:
Oral Health.” The surgeon penerals report
on oral health gives us a unique opporiunity
to sensitize the nation to this neglected epi-
demic and to stimulate the political will to
integrale oral healih as part ol all healih
programs and policics.

Recommendations

1. Oral healih must hecome o much
higher prioviiy al ihe local, siate, and na-
tional levels, so that oral health disparities
can be improved and resolved. Oral health
services should be an integral component of
all health programs and all healih imsurance
programs, including Medicare. Govern-
ment must hecome more responsive to the
oral healib needs of the public, especially the
underserved. Local, state, and [ederal health
officials, leaders, agencies, and organiza-
tions, including organized dentistry, must
ensure Lthal health programs and iniliatives
have a meamingful oral health component
and respand to the Healthy People 2010 oral
health objectives, More foundations should
make oral health @ priority. Oral health part-
nerships, coalitions, constituencies, and leg-
islative action are needed. The public and
privaie seclors, including business, labor, in-
surcrs, academiy, and the faith communi-
ties, must work together:

An effective dental public health infra-
structure also needs Lo be developed and
funded at the local, state, and national levels

844 American Journal of Public Health

Lo provide guidanee in responding Lo these
needs. Every state and every major local and
connty health department should have a full-
{ume dental direcior irained n public health,
alomg with sufficient support.

2. The federal government must he a
rodie model and set the example that oral
health is an integral and important compo-
nent af all health programs. The federal gov-
ernment must make oral health a much
higher priority in all of ils agencies thai allec
health. It must rebuild its dental public health
infrastructure centrally and regionally with
leadership and funds fo promote cost-effective,
pupulativn-based prevention programs and
improved aceess to dental services for all,
with a special foeus on vulnerable popula-
tions and the underserved, Creative leader-
ship, inventives, oral health literacy, health
promotion, and sufficient resources will be
needed from all programs in the federal gov-
ernment 10 help us eliminate disparities and
reach the Healthy People 2010 national oral
health ohjectives.

Although the Oral Health Initiative of
the US Depuriment of Heallth and Human
Services is a good beginming, it is limited in
scope and impact. The oral health needs of the
underserved must be more eflectively met by
community und migrant health centers, the
National Health Service Corps, Head Start,
maternal and child health agencies, 1lealthy
Starl, the Special Supplemental Nutmiion Pro-
gram for Women, Infants, and Children, arca
health education centers, school-based health
cemers, and other such programs, More prac-
fical and spplicd rescarch 1s also needed (o n-
crease the use of, and improve access to, ef-
fective prevention programs.

3. Promotion and nse of effective indi-
vidial and population-based prevention ser-
vices and programs must hecome a much
higher priovity al the local, state, and national
levels, especially for childven and high-risk
papularions. All kindergarten through 12th-
grade smdents should be provided with mean-
inglul oral health education, and children in
high-risk communitics should have cllective
school-hased dental prevention programs.
Federal and state incentives must be provided
lor such progrumns. All privale insurance pro-
grams, dentu]l Medicaid, and the Child Health
Insurance Pregram must inchide and encour-
age the use of preventive dental services,

Tobaceo scitlement [unds must also be
used to develop and institutionalize effective
prevention programs becanse of the relation-
ship between lobaceo use and oral diseases,
These services and programs can include
school, comnunity, or institutional prevention
initiatives that provide fluorides, dental seal-
anls, carly childhood curies prevention, and
oral and pharyngeal cancer examimations.
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4. The aral health component of Medic-
aid and the Child Health Insurance Program
must be wpgraded and improved, The ac-
vountability of state oflicials involved in den-
tal Medicaid and the Child Health Insurance
TProgram must be increased. Some progress
has been made in a few states toward im-
proving dental Medieaid, olien as a resull of
legal challenges. Local, state, and federal
agencies, organizations, and constimencies
must work together (o improve these pro-
grams. Adult Medicaid beneficiarics who are
at high risk (e.g., pregnant women, the devel-
apmentally disabled, and the medically com-
promised) must be included in dental Medi-
caid programs, an optional service i many
states. An effective statewide distribution of
salety-net providers must be available in
every stale. Disparitics in access o dental
services for the underserved cannot be cor-
rected until the effectiveness of dental Medi-
caid programs s improved,

5. Al communinies with a central warer
supply must have fluoridarion. Fluoridation is
the most cost-effective preventive measure for
betier oral health; however, 38% ol US com-
munitics with public water supplics do not
have fluoridation. Other than the recent ad-
vanees in Calilornia, litlle progress has been
maide nationally since 1980,

Fluoridation has been called one of the
10 great public health achievements of the
201k century.™ 1i should be the oundation Lor
better oral health for all Amenicans. The US
Department of Health and Human Services
must play a much stronger leadership role,
working with local and state agencies and or-
ganizations to promote and support commiu-
nity water fluoridation,

6. The oral health workforce necds o
be modified and augmented. More dentists,
including those of minority hackgrounds,
should be trained in dental public health.
Given (he magnilude ol debl ol recent gradu-
ates, this will not oceur without changes. Mi-
norities are more likely to receive services in
areas where there are racial'ethnic minorily
providers™; thus, minority, inner-city, rural,
and low-income students must be recruited,
mentored, and funded 1o attend schools of
dentistry, dental hygiene, and public healib,
This is especially truc for African Amen-
cans, Hispanics, and Native Americans. Tn
addition to expanding and improving schol-
arship and lean repaymenl programs, more
creative programs are needed to attract the
hest and the hrightest of these smidents to ca-
reers in population-based dental programs,

State practice gets must also be less re-
strictive and more responsive to the needs of
the public in such areas as national reciproc-
ity [or hcensees and delegation ol dutics Tor
dental hygienists and assistants. Other health
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professionadl schools, such as medicine, nurs-
ing. and public health, should include oral
health in their curricuhim so that their gradu-
ales can conlribule 1o the resolution of this
epidemic.

Conclusions

The oral dizease epidemic has heen ne-
glected lor oo long, The richest couniry in the
world, one with a booming economy in the
last decade, can do much better. As we begin
the new millennium, oral health disparities
amony the underserved must be addressed.
W know how to prevent or control most oral
diseases. The surgeon general’s repart on oral
health will grasp the attention of our couniry.
W are onee again al the crosstoads.” Now is
the time to integrate oral health into all health
policies and programs. We must focus the
country’s political will 1o make oral diseases a
public health dinosaur of the past. We can and
must ensure a legacy of better oral health for
all Americans in the future,

Myron Allukian, Jr, DDS, MPH

Reqguests for reprints should be sent o Myron
Allukian, Jr, DS, MPH, Community Dental Pro-
grams, Boston Public ealth Conunission, 1010
Massachusetts Ave, Boston, MA 02118 (e-mail:
myron_allukianihphe.org),
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Article 4

The Delta Dental of New Jersey Careers Center Opens at

Newark's Central High School

By Kimberly Elmore
May 26, 2009, 9:42AM

The Delta Dental of New Jersey Foundation and the Newark Public Schools celebrated the open-
ing of the Delta Dental of New Jersey Careers Center at Newark's Central High School on May

| 5th. The opening of the new, state-of-the-art learning environment was made possible through a
$75,000 grant from the Delta Dental of New Jersey Foundation.

Delta Dental of New Jersey Foundation(left to
right) Dr. Gene Napoliello, President of the
Delta Dental of New Jersey Foundation,
Central High School student, Water Van
Brunt, President - Delta Dental of New Jersey,
Robyn Kay, Newark Public Schools, Office of
School to Career and College Initiatives

The Delta Dental Careers Center will serve
as a hands-on facility for students enrolled in
the school's Dental Assisting program.
Approximately 26 students will gain the
skills to work in the dental field through
school-based and work-based experiences.
The students will learn about dental science,
including how to use dental materials,
instruments, and techniques. Additionally,
safety, employment skills, professionalism,
and applicative law are a major focus of the
student's learning. This program has been
running for five years.

One of the leading factors to the evolution
of dentistry is the increasingly important role of dental assistants. The Delta Dental of New Jersey
Foundation recognizes this link and supports dental assisting education programs such as Camden
County College, the Bloomfield Health Careers Foundation Dental Assisting Program, UMDN]
School of Allied Health Professionals, and Newark's Central High School, in their commitment to
the dental profession.

Students enrolled in the Dental Assisting program are expected to complete the following courses
during their four years at Central High School: Dental Assisting | & Il as well as Dental Assisting
Clinical. Once all three classes are completed, students are eligible to take the National
Occupational Technical Institute (NOCTI) exam in Dental Assisting.

Source: NJ.com - http://blog.nj.com/deltadental_impact/2009/05/the_delta_dental of new_jersey.html
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Dental Schools in New Jersey

UMDNJ-New Jersey Dental School
| 10 Bergen Street, PO. Box 1709
Newark, NJ 07101
http://dentalschool.umdnj.edu/

Accredited Schools for Dental Hygiene

UMDNJ-School of Health Related Professions
Department of Dental Hygiene

| 776 Raritan Road

Scotch Plains, NJ 07090

(908) 889-2410

http://www.shrp.umdnj.edu/

Bergen County Community College
Department of Dental Hygiene

400 Paramus Road, S-337

Paramus, NJ 07652

(201) 447-7937
http://www.bergen.cc.nj.us/

Burlington County College
Department of Dental Hygiene
601 Pemberton Brown Mills Road
Pemberton, NJ 08068

(609) 894-931 |
http://www.bcc.edu

Camden County College
Department of Dental Hygiene
Box 200

Little Gloucester Road
Blackwood, NJ 08012

(856) 227-7200
http://www.camdencc.edu

Middlesex County College
Department of Dental Hygiene
2600 Woodbridge Avenue
Edison, NJ 08818

(732) 906-2580
http://www.middlesex.cc.nj.us/
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Accredited Schools for Dental Assisting

UMDNJ-School of Health Related Professions
UMDN]J-SHRP

Department of Allied Dental Education

| 776 Raritan Road

Scotch Plains, NJ 07076

(908) 889-2411 or (908) 889-2504
http://www.shrp.umdnj.edu/

Atlantic County Vocational Technical School
5080 Atlantic Avenue

Mays Landing, NJ 08330

(609) 625-2249 ext. 1316

http://www.acvts.org

Berdan Institute

201 Willowbrook Blvd 2nd Floor
Wayne, NJ 07470
www.berdaninstitute.com

Camden County College

PO. Box 200

TAFT Building, Rm. 205

(856) 227-7200 ext. 4471, 4472
http://www.camdencc.edu/

Camden County Technical Schools
343 Berlin Cross Keys Road
Sicklerville, NJ 08081

(856) 767-7000 ext. 5553
http://www.ccts.tec.nj.us/

Cape May County Technical Education Center
|88 Crest Haven Road

Cape May Court House, N] 08210

(609) 465-2161 ext. 432
http://www.capemaytech.com/

Cumberland County Technical Education Center
601 Bridgeton Avenue

Bridgeton, NJ 08302

(856) 451-9000 ext. 346
http://www.cumberlandtec.nj.us/
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Institute for Health Education
600 Pavonia Avenue, |st Floor
Jersey City, N] 07306

(888) 443-2329
http://www.ihe.edu

Health Science Careers
Find health career programs in your county
http://shrp.umdnj.edu/programs/health_careers/programs/index.htm

Professional Dental Associations

New Jersey Dental Association
The New Jersey Dental Association serves and supports its members and fosters the advancement
of quality, ethical oral healthcare for the public

www.njda.org

American Dental Association
America's leading advocate for oral health
ADA

21| East Chicago Ave

Chicago, IL 6061 |

www.ada.org

American Dental Education Association

The sole organization representing academic dentistry.
ADEA

1400 K Street NW, Suite | 100

Washington, DC 20005

www.adea.org

Student National Dental Association

An integral minority students and minority dental health practioners association that represents
members from African-American, Hispanic, and Native American backgrounds enrolled in the 56
US dental schools.

SNDA

www.sndanet.org

The American Dental Hygienist Association

The mission of the American Dental Hygienists' Association is to advance the art and science of
dental hygiene by ensuring access to quality oral health care; increasing awareness of the cost-effec-
tive benefits of prevention; promoting the highest standards of dental hygiene education, licensure,
practice and research; and representing and promoting the interests of dental hygienists.

ADHA
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444 North Michigan Avenue, Suite 3400
Chicago, IL 6061 |

www.adha.org

Student Dental Preparation Programs

Summer Medical and Dental Program

A six-week summer academic enrichment program that offers freshman and sophomore college
students intensive and personalized medical and dental school preparation.

www.smdep.org

Gateway to Dentistry (College Students)

A program designed to introduce undergraduate students to a wide range of career options asso-
ciated with the Dental Profession

Contact Person:

Ms. Maritza Camacho

(973) 972-1645

camachma@umdnj.edu

Decision for Dentistry (High School Students)

A program designed to introduce high school students to career options in the dental profession.
Contact Persons:

Ms. Maritza Camacho-Office of Student Affairs

(973) 972-5064

Ms. Jeannette DeCastro-Office of Student Affairs

(973) 972-7816

Other Resources

Dental Admissions Test

Dental school admissions exam information
DAT

www.ada.org/prof/ed/testing/dat/

DAT Exam Prep

www.scholarware.com
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Career Exploration Evaluation Form

We hope you found our resource tool kit helpful in facilitating a visit from an oral health professional. As you
know, the purpose of this kit is to encourage students from minority groups that are currently underrepre-
sented in oral health professions to consider a career in the field of dentistry.

Please take a few minutes to fill out this questionnaire so we will know how to better accommodate your
school. We greatly appreciate your feedback. Thank you!

I) Was this your first time inviting an oral health professional to your school/organization?
UYes UNo

2) How would you rate the usefulness of the tool kit?
QO Excellent 1 Good U Satisfactory U Fair 1 Poor

3) To what grade level of students did you present?

4) What was most challenging about setting up your visit? Check all that apply.
U Getting the school/organization's cooperation/approval
Q Finding an oral health professional to visit your school
Q Finding a time that worked for the oral health professional
U Finding a time that worked for the school
U Other:

5) Which components of the kit did you find most useful? Check all that apply.
QO Career Descriptions Q Bring An Oral Health Professional to your School
Q Closing the Gap: Oral Health Facts [ Resources for students and parents
QU Sample presentation outlines
U Not applicable

6) Is the Career Exploration: Exposing Diverse High School Students to the Oral Health Professions a good
resource for you to encourage students to consider a career in dentistry?

UYes U No
Why or why not?

7) What other kinds of programs should the New Jersey Department of Health and Senior Services, Office
of Minority and Multicultural Health consider to increase underrepresented minorities in health
professions?

8) What would you describe as your reason for using the tool kit?

Please add any additional comments here, such as suggestions for how we can recruit more.

Please send this form to:

New Jersey Department of Health and Senior Services
Office of Minority and Multicultural Health

Attn: Career Exploration

P.O. Box 360

Trenton, NJ 08625
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